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Unpleasant nasal stuffiness is 
El relieved in seventy-five per- 
bt) cent of patients who develop 
this symptom as a result of 
reserpine therapy. 
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broad spectrum antibiotic of choice 


STECLIN 


SQUIBB TETRACYCLINE 


promptly reaches high levels in the urine 


crosses the intact meningeal 
barrier more readily than the other 
broad spectrum antibiotics 


produces higher blood levels than the 


other broad spectrum antibiotics 


less gastrointestinal side effects than 
the other broad spectrum antibiotics P 


Minimum adult dose: 250 mg. q.i.d. \ 
250 mg. capsules, bottles of 16 and 100. 
50 and 100 mg. capsules, bottles of 25 and 100. 
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THE PRESIDENTS COLUMN 


Albert Schweitzer 


By JOSEPH BANK, M.D., PHOENIX 


Albert Schweitzer, whose eightieth birth- 
day is being observed this month, personifies 
the ideal physician. His life symbolizes in 
the minds of men 
the devotion of the 
medical profession 
to the ills of man- 
kind since Hippo- 
crates. This world 
acclaim is not the 
mere acquisition of 
a reputation. Repu- 
tation is something 


go, and which may 
be acquired by les- 
ser men or by the 


Dr. Bank 
products they sell, by public figures or enter- 
tainers with the aid of press agents. 


Universally Loved 


The recognition of Schweitzer as a uni- 
versally loved figure is based-on character 
rather than reputation; on something which 
comes from within, rather than from pro- 
paganda. Yet it did not come without sacri- 
fice. He was content to labor for thirty years 
in the fields of music, philosophy and medi- 
cine in complete obscurity. He built a better 
mouse trap which led mankind to beat a path 
to his door in darkest Africa. But it was not 
his latest surgical technique, nor scientific 
advances that attracted world attention. It 
was the character of the man who found his 
soul in serving without world applause, his 
only reward the inner satisfaction. The recog- 
nition that came to him in recent years is 
strong proof how much the world still seeks 


which may come and: 


the foundation of character to maintain its 
social structure. 


Personal Relationship 


In a similar manner American medical 
practice seeks to glorify the country doctor or 
general practitioner for traits of character. 
Still outstanding is that man who seeks 
opportunity for service rather than security 
for self. There is essentially always the 
personal relationship between the physician 
and patient based on faith and understand- 
ing, making medicine more an art than a 
science. 


Psychological Techniques 


While it is true that en masse the pro- 
fession has something to sell, in matters that 
pertain to our business and public relation- 
ship to the community, we need the services 
of the public relations advisors. We, too, 
must employ the same psychological tech- 
niques of salesmanship the rest of the com- 
munity employs. This is particularly true in 
these days when we are the targets of authors 
without other topics, or politicians lacking 
other platforms. But group action of this 
type cannot replace individual responsibility. 


Deep Compassion 


Not all of us may find in ourselves the 
deep compassion of an Albert Schweitzer. 
But in lesser measure each of us has within 
himself the capacity of projecting himself 
in service. Perhaps no precept more aptly 
fits the physician than Schweitzer’s admoni- 
tion, “. . . therefore search and see if there 
is not some place where you may invest 
your humanity.” 
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Gastrointestinal Antispasmodics 
By JACK A. BERNARD, M. D., EL Paso 


Atropine and its derivatives have long 
been used in the management of gastro- 
intestinal disturbances. The efficacy of these 
preparations has been established but their 
undesirable side effects have created the 
need for more satisfactory antispasmodics. 

The antispasmodics may be divided into 
three groups: The Atropine group, which 
includes Bellafoline and Donnatal; a tertiary 
amino group, which includes Trasentine, 
Syntropan and Pavatrine; and the quater- 
nary amines, which include Banthine, Pro- 
Banthine, Darstine, Antrenyl, Prantal, Ben- 
tyl, Pamine, and Elorine. 


Evaluation Difficult 


These drugs are extremely difficult to 
evaluate in that reliable methods for evalu- 
ating their efficacy do not exist. The labo- 
ratory testing does not indicate that a similar 
effect will be observed in man. Also, they 
may be effective parenterally but not effec- 
tive orally. And finally, clinical evaluation 
is extremely difficult because of the psychic 
factors involved. 

Atropine and Belladonna are the most ef- 
fective compounds in relieving hyperchlorhy- 
dria and suppressing the volume and raising 
the PH of gastric secretions. 

Trasentine, Syntropan and Pavatrine have 
been advocated as a substitute for Belladonna 
in the relief of spasm of the gastrointestinal 
tract. Their effect is enhanced when admin- 
istered in combination with Phenobarbital. 


Quaternary Amines 


The quaternary amines are effective in 
the relief of pylorospasm and the pain of 
duodenal ulcer. It has been pointed out that 
the cessation of pain may be on the basis of 
decreased motor activity of the stomach and 
duoderium and may not be due to the de- 
crease in acidity, as Banthine causes a delay 
in gastric emptying time, but does not bring 
about a striking reduction in the acidity of 
the gastric juice. 

Comparative studies are not sufficiently 
available to establish the relative effective- 
ness of these drugs with any degree of cer- 
tainty. Prantal and Banthine seem superior 


to Bentyl in the relief of spasm of ulcer pain. 
Pro-Banthine has an activity of two to five 
times that of Banthine. 

As to side effects, Bentyl is reported to 
give only occasional side effects. Banthine 
side effects seem more common. Less fre- 
quent side effects have been encountered with 
Prantal. Pamine side effects were less severe 
than those observed with Banthine but were 
more pronounced than those noted with 
Prantal. There were fewer side effects with 
Pro-Banthine than with Banthine. The side 
effects from Banthine are often sufficiently 
severe to necessitate its discontinuance. 


Side Effects 


The side effects are mainly blurring of 
vision, dryness of the mouth, urinary reten- 
tion, dizziness and drowsiness. Contraindica- 
tions to the use of these drugs include blad- 
der neck obstruction, glaucoma, and pyloric 
obstruction. 


In summary, for the present, the choice 
of a gastrointestinal antispasmodic is an 
individual one for the physician, as not 
enough data is available to establish the 
superiority of any one of these drugs over 
the others in gastrointestinal disorders. Good 
reports indicate the effectiveness of all of 
them. The side effects seem to parallel clini- 
cal effectiveness: that is, the less potent the 
compound, the less side effects. Therefore, 
the physician should use the antispasmodic 
of his choice with which he is familiar and 
which he has found gives relief to the ma- 
jority of his patients with a minimal of 
side effects. 


Drugs of Choice 


Thus the purist who has tried the many 
Atropine derivatives and the numerous syn- 
thetic antispasmodics may wish to return 
to the natural products; that is, Belladonna, 
the dosage of which might be adjusted more 
easily. However, in actual practice, the avail- 
able synthetic products give excellent results 
with minimal side effects, and their ease 
of administration makes them the current 
drugs of choice in spasmodic gastrointestinal 
disorders. 
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APHORISMS and MEMORABILIA 


Truths and Concepts Concerning Neuro-Psychiatry 
By ANDREW M. BaBEY, M. D., Las CRUCES, N. M. 


1. “The most severe anxiety states occur 
in individuals who are physiologically pre- 
disposed to such reactions and whose per- 
sonality structures are rigidly defended by 
meticulosity, perfectionism, hyper-responsi- 
bility, insatiable ambition, and inability to 
accept frustration. ‘Striving personalities’ 
sacrifice recreation, exercise, and social 
amenities to bolster their ego by mere 
accomplishment. They have no hobbies and 
no interest outside their limited field of 
endeavor.” William B. Terhune, “G. P.” 
7:57: 1953. 

2. “The older patient with anxiety must 
be helped to discount work and responsibility. 
He must emphasize play, rest, and exercise 
in an effort to avert disaster. After fifty, 
most people are increasingly vulnerable to 
anxiety. They should make a business of 
play and begin to play at business.” William 
B. Terhune, loc. cit. 


3. “LUMBAR PUNCTURE has little value 
in the diagnosis of any acute cerebral lesion, 
except to determine the presence of infection 
or subarachnoid hemorrhage. The degree of 
pressure recorded by the spinal manometer 
is not an accurate estimate of the intracranial 
pressure when a space-occupying cerebral 
lesion is present. Innumerable incidents have 
been recorded of normal or even subnormal 
readings of spinal fluid pressure which were 
associated with proved massive intracranial 
Jugular compression (Queck- 
enstedt test) has absolutely no value in intra- 
cranial diagnosis and should-be condemned. 
The Queckenstedt test is designed primarily 
and solely to determine whether a block exists 
in the spinal subarachnoid space. Despite 
the worthlessness of jugular compression as 
a diagnostic aid in intracranial disease, it 
is almost a routine procedure for the average 
physician.” C. H. Shelden and R. H. Pudenz, 
S. G. & O., July 1952, p. 81. 

4. “It is probable that many of the deaths 
attributed to lumbar puncture could have 
been prevented if the jugular veins had not 
been compressed as a routine part of the 
procedure.” C. H. Shelden and R. H. Pudenz, 
loc. cit., p. 81. 

5. “The scalenus anticus and/or cervical 
rib syndrome — Here again it is important 
to be certain of the diagnosis. I am skeptical 
about a purely isolated scalenus anticus syn- 


drome. In most of these patients it is neces- 
sary to utilize myelography to be certain that 
there is no cervical intervertebral disk. I 
hesitate to operate on these patients without 
evidence of an abnormally elongated trans- 
verse process or a cervical rib, or in the 
presence of a cervical rib. These patients 
seem to do much better by division of the 
anterior scalenus muscle and the removal of 
the cervical rib, with resection of the second 
and third thoracic sympathetic gangiins 

This is especially true of patients who ave 
considerable associated circulation changes in 
the upper extremities.” James L. Poppen, 
Postgraduate Medicine, 1952, p. 405-406. 


6. “Raynaud’s disease — The results of 
sympathectomy in these patients have been 
disappointing especially as related to the 
index finger and color changes. We advise 
operation only when considerable trophic 
changes of the skin have taken place or when 
there is associated scleroderma.” J. L. Pop- 
pen, loc. cit., p. 406. 

7. “It is a good rule to listen rather than 
to talk. Giving advice on highly charged 
emotional matters is dangerous. To para- 
phrase Lindemann, ‘Clumsy psychotherapy 
is as dangerous to the social life as clumsy 
surgery is to the physical life.” Edward 
Weiss, Postgrad. Med., Sept., 1953. 


8. “People frequently try to blame their 
illnesses on ‘something they et.’ I say, ‘No, 
it’s probably something you met.’ And so 
often it is true that the life situation has 
precipitated the trouble but instinctive ten- 
dencies place the blame on something swal- 
lowed; i.e., the food eaten at the time. In 
the same connection, people are gullible about 
wanting a cure by ‘swallowing’ séme magical 
medicine — vitamins, for example. I say to 
them, “The cure is not in swallowing; it’s in 
spitting out’; in other words, talking about 
some of the things causing the trouble.” 
Edward Weiss, loc. cit. 


9. “It is not unusual for physicians to 
recommend pregnancy and parenthood as a 
cure for neurotic and psychosomatic illness, 
This prescription is rarely, if ever, of value. 
It is a rather safe rule that the unstable 
person will not be helped by becoming a 
parent, but will usually be Made worse as 
a result of the added responsibility. How 
often on taking the history of a neurotic 
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woman does one hear, ‘I was perfectly well 
until my first child was born, but I haven’t 
had a well day since.’” Edward Weiss, 
loc. cit. 

10. “Reassurance, in the majority of in- 
stances, unless combined with an analysis 
of the illness from the standpoint of the 
behavior, gives only temporary help and 
depending on the degree of anxiety, has to 
be repeated constantly, like a dose of digi- 
talis in a failing heart. Closely allied to re- 
assurance is another superficial treatment 
that rarely results in more than temporary 
help; i.e., environmental manipulation, with- 
out any attempt to give the patient insight 
into his conflicts.” Edward Weiss, loc. cit. 


11. “Real psychotherapy, which is directly 
the opposite of simple reassurance, tries to 
make the patient understand the meaning of 
his symptoms and the nature of his conflicts. 
It is a process of re-education and, when 
properly done, leads to sufficient emotional 
development so that the necessity for symp- 
ton formation is abolished.” Edward Weiss, 
loc. cit. 


12. “Another way of stating the problem 
is to say that there are a major and a minor 
psychotherapy just as there are a major 
and a minor surgery. The general physician 
must be able to treat the minor ailments, but 
he must be able also to recognize when the 
problem is beyond him, and then refer the 
patient elsewhere for major psychotherapy.” 
Edward Weiss, loc. cit. 


13. “The young teacher usually has too 
great an edge on his young audience for his 
own good; students have no way of gauging 
the adequacy of the experience which lies 
behind the teacher’s words. Anyone who 
lives in an atmosphere where nobody can 
answer back, soon begins to feel omniscient, 
_ with the result that effective self-criticism 
is almost as rare among young teachers as 
it is among dictators and generals. The fall is 
painful when those hard realities which have 
no respect for the pedagogue’s fantasies of 
omniscience are encountered.” Lawrence S. 
Kubie, Am. Scientist, Jan. 1954, p. 104. 

14. “As education requires a longer period, 
the danger of its becoming more and more 
remote from reality increases steadily, be- 
cause: (a) the student has so limited an 
opportunity to confront himself with exter- 
nal reality during the process of education ; 
(b) the longer the educational process, the 
more it tends to select men who secretly 
want to escape external reality; (c) finally, 
it encourages his vanity by giving him pre- 
mature opportunities to teach theories which 
have never been tested. These are the three 
basic threats to maturity throughout our 
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system of higher education. The appoint- 
ment of brilliant young theoreticians to pro- 
fessorial chairs merely serves to increase 
these dangers to the maturity of science in 
general, at the same time that it stunts the 
development of the individuals themselves.” 
Lawrence §. Kubie, loc. cit., p. 105. 


15. “In the young scientist’s approach to 
his career, unrealistic and wishful thinking 
is not confined to financial matters. He tends 
to dismiss other painful prospects with a 
bland assumption that through the interven- 
tion of some magic his life will escape the 
aches and pains that others have experienced. 
This was the type of self-deception that pre- 
cipitated many soldiers into emotional illness. 
Thus it was found during the war that the 
man who went into battle squarely facing 
the fact that he might be mutilated or killed 
was less likely to break down under the stress 
of combat than was the soldier who went into 
battle with a serene but unrealistic fantasy 
of his personal invulnerability. Among young 
scientists we find a similar self-deceiving 
fantasy: that is, that a life of science may 
be tough for everyone else, but that it will 
not be for him. Such an attitude prepares 
the ground for the high incidence of ‘nervous 
breakdowns’ among scientists in their middle 
years.” Lawrence §. Kubie, loc. cit., p. 109. 


16. “Again the student will often have 
heard of the pressure that will be brought 
to bear on him to seek rapid advancement 
by means of publications; but this will not 
prepare him for the intensity of the actual 
conflict between such pressure and his own 
ideal of mature, slow-paced, and thoughtful 
work. Furthermore, as the number of young 
scientists increases, the rivalry intensifies so 
that it becomes always more difficult to 
resist career pressures. To deal with them 
realistically requires that the young man 
should yield just enough to get ahead, neither 
defeating himself by blind opposition, nor yet 
selling out to opportunism. How can his 
training help him to acquire the inner assur- 
ance, the humor, and the equanimity which 
will make it possible to walk this tight-rope 
as he attempts to achieve a practical com- 
promise?” Lawrence S. Kubie, loc. cit., p. 109. 


17. “Evidently the rewards of a career 
in science are slow and also uncertain; bad 
luck can frustrate a lifetime of sacrifice and 
ability.. Every successful scientific career is 
an unmarked gravestone over the lives of 
hundreds of equally able and devoted, but 
obscure and less fortunate, anonymous inves- 
tigators. Science too has its ‘expendables’; 
but these do not earn security or tenure, or 
veteran’s pensions — not even the honors 
which accrue to the expendable soldiers of 
war.” Lawrence S. Kubie, loc. cit., p. 111. 
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18. “Are we witnessing the development 
of a generation of hardened, cynical, amoral, 
embittered, disillusioned, young scientists? 
If so, for the present the fashioning of imple- 
ments of destruction offers a convenient out- 
let for their destructive feelings; but the 
fault will be ours and not theirs if this ten- 
dency should increase through the coming 
years and should find even more disastrous 
channels of expression.” Lawrence S. Kubie, 
loc. cit., p. 112. 

19. “Certainly the idyllic picture of the 
innocent, childlike scientist who lives a life 
of simple, secure, peaceful, dignified contem- 
plation has become an unreal fantasy. In- 
stead, the emotional stresses of his career 
have increased to a point where only men of 
exceptional emotional maturity and stability 
can stand up to them for long, and remain 
clear-headed and generous-hearted under 
such psychologically unhygenic conditions. 
Thoughtful educators are beginning to real- 
ize that the socio-economic basis of the life 
of the scientist must be entirely overhauled ; 
that the psychological setting of his life needs 
drastic revision; and that at the same time 
the emotional preparation for a life of re- 
search is at least as important as is the 
intellectual training.” Lawrence S. Kubie, 
loc. cit., p. 112. 


20. “If we always bear in mind that the 
pursuit of unconscious and often unattain- 
able needs plays a determining role in the 
intellectual career, the familiar phenomena 
of depression attending success would not 
perplex us. We should wonder rather at the 
shortsightedness of a process of scientific 
education in which self-knowledge is the for- 
gotten man, and in which emotional matur- 
ation is left to chance.” Lawrence S. Kubie, 
American Scientist, Oct. 1953, p. 599. 


21. “I suppose that it is not inaccurate 
to say that of the many unsolved problems 
of human life two which are of major im- 
portance are how to enable successive gener- 
ations to learn from the mistakes of their 
predecessors without repeating them, and 
how to make it possible for young people 
to anticipate the future realistically. Not 
literature nor the arts or formal education 
has solved these two problems, which are 
interdependent in every aspect of life.” 
Lawrence S. Kubie, loc. cit., p. 599. 


22. “Adolescent girls are engaged in the 
difficult struggle to establish themselves as 
emotionally mature adult women. Adolescence 
is the transitional period between childhood 
and adulthood. The adolescent girl is attempt- 
ing to (1) work out the problems associated 
with the breaking of dependency ties with 
her parents and (2) accept the sexual aspects 
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of her role as a woman.” Carl L. Kline, 
Wisconsin Med. Journal, Sept. 1953, p. 482. 

23. “Most girls manifest some behavior 
which is difficult to understand and which 
is, at times, difficult to cope with. It is this 
fact which often makes it difficult to evaluate 
the significance of emotional difficulties in 
this age group from the standpoint of diag- 
nosis and treatment. One is often faced with 
the question: Is this ‘normal’ adolescent be- 
havior or is it indicative of psychopatholo- 
gy?” Carl L. Kline, loc. cit., p. 482. 

24. “The whole future of the individual 
girl may well hinge upon whether she gets 
adequate help at this crucial time in her life. 
She is ill prepared to cope effectively with 
the complexities of adult womanhood if she 
is still burdened with the unresolved conflicts 
of childhood.” Carl L. Kline, loc. cit., p. 482. 

25. “In studying older women suffering 
from emotional illness, it is extremely com- 
mon to hear from them that they first had 
some kind of emotional illness during their 
teens or early twenties. After a brief or a 
prolonged struggle, depending upon the type 
of illness and upon the individual, the symp- 
toms improved or disappeared. As time 
passed, there were occasional recurrences of 
symptoms and sometimes severe episodes of 
illness. Such women often end their story 
by expressing regret that they did not work 
out their problems when they first began.” 
Carl L. Kline, loc. cit., p. 482. 

26. “Adolescent girls will often first show 
evidence of beginning symptomatic emotional 
illness by difficulties in one or more of these 
four areas: (1) scholastic, (2) social, (3) 
— and (4) disciplinary. ” Carl Kline, 
oc. cit 


27. “There is often a temptation to mini- 
mize the emotional aspects of the illness. 
The girl’s parents may not want to hear 
that their daughter has emotional problems; 
sometimes the daughter doesn’t want to face 
it, either; sometimes the physician doesn’t 
want to face it. Some doctors need to feel 
that they are omnipotent; they find it dif- 
ficult to say to the patient that there is an 
illness present which they do not understand 
or know how to treat. Many times a doctor 
finds it easier to brush aside the facts and 
to give false reassurance to the patient and 
to the parents. Or the doctor may find it easy 
to prescribe phemobarbital, or even placebos, 
hoping that time will take care of the symp- 
toms.” Carl L. Kline, loc. cit., p. 484. 


28. “Although it may be a great disguiser, 
time is seldom a great healer. The symptoms 
may disappear, but the underlying problems 
are not solved. At some later and more un- 
desirable time, symptoms will again appear 
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— symptoms which do not yield to time. 
Often by then the symptoms may be reluc- 
tant to yield to anything.” Carl L. Kline, 
loc. cit., p. 485. 

29. “It is unfortunately true that many 
young women’s marriages are too much the 
product of their emotional conflicts. In some 
instances it may be a matter of getting mar- 
ried to escape intolerable situations at home; 
in others it may be a futile grasping for 
security.” Carl L. Kline, loc. cit., p. 485. 

30. “In many instances the implications 
of neurotic are rather subtle; the girl picks 
a man whose own emotional problems some- 
how complement hers. A gross example of 
this kind of occurrence is the girl who mar- 
ries a man 20 or 30 years older than she. 
Usually such a girl is actually seeking a 
father rather than a husband. Many girls 
with needs related to fathers marry men in 
whom they see their own fathers. Others, 
rebelling against their fathers, marry men 
who seem to be the direct opposite of their 
own fathers.” Carl L. Kline, loc. cit., p. 485. 

31. “Marriages which are motivated by 
immature emotional needs often fail. Many 
which do not fail in the sense that separation 
or divorce ensues fail because of emotional 
illness. Many women who become emotion- 
ally ill following marriage, childbirth, or the 
onset of the menonause had distinct emo- 
tional symptomatology during their teens 
which was undiagnosed or untreated. When 
the woman’s life has become complicated in 
a neurotic marriage, often with children, it 
becomes much more difficult to extricate her 
from her neurosis.” Carl L. Kline, loc. cit., 
p. 485. 

32. “The implications from the stand- 
point of preventive medicine are two-fold; 
(1) preventing future illness in the patient 
and (2) avoiding the unfortunate effects of 
the patient’s neurotic patterns of reaction 
a. children.” Carl L. Kline, loc. cit., 


33. “The therapy of youngsters in the 
early years of adolescence is, on the other 
hand, often very difficult. These girls are 
often too threatened by treatment to allow 
themselves to participate.” Carl L. Kline, 
loc. cit., p. 486. 

34. “Parents will unflinchingly spend 
money for education, wanting their daughter 
to go to the best possible school and to have 
the most possible advantages while there. 
It is difficult for them to see that when their 
daughter is emotionally disturbed she will 
not be able to utilize effectively the educa- 
tional advantages being offered. Further- 
more, it is often difficult for the parents to 
see that failure to eliminate the emotional 
problems may be a far greater handicap than 
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lack of a college education.” Carl L. Kline, 
loc. cit., p. 486. 

35. “Noisy breathing should never be 
countenanced in a semi-conscious or uncon- 
scious subject. Whenever breathing causes 
any such sound, respiratory obstruction is 
always present..... (roll such a patient on 
his abdomen).” H. R. Hathaway, J. Nervous 
and Mental Dis., May 1944, p. 637. 

36. “We attach the name of ‘schizoid 
personality’ to the man who is without emo- 
tional warmth, incapable of genuine friend- 
ship, either coldly calculating or apathetically 
ineffective, a man who may never make a 
mistake but whom .we would never trust.” 
H. Wilson, British Medical Journal, June 30, 
1951, p. 1503. 


Post -Graduate Pediatric Session 


is Scheduled in El Paso Feb. 20 


A one-day session of the El] Paso branch 
of the University of Texas Postgraduate 
School of Medicine will be devoted to Pedia- 
trics and is scheduled for February 20 at 
the El] Paso County Medical Society’s Turner 
Home at 1301 Montana Street in El Paso. 
Lectures will be presented from 8 a.m. to 
5 p. m. with eight credit hours to be awarded. 
Tuition fee will be $10. 

Morning discussions and the lecturers are 
“Newborn and Premature Infants: New 
Knowledge (a) Post Maturity (b) Acute 
Respiratory Distress or Hyalin Membrane 
Disease (c) Oxygen Use in Prematures (Mist 
Therapy),” Dr. C. W. Daeschner of Houston; 
“Immunizations in Children: A Review of 
Newer and Accepted Procedures. Comments 
on and Efficacy of Less Well Known Im- 
munizing Procedures,” Dr. James L. McNeil 
of El Paso; “Pediatric Parasitology: Labo- 
ratory, Clinic and Public Health Aspects. 
Amebiasis; Ascariasis; Hook Worm Disease; 
Pin Worm Infection,” Dr. Ira Budwig of El 
Paso; “Newer Knowledge in Infectious Dis- 
eases” and “Rational Use of Cortisone and 
Antibiotics,” Dr. Wataru W. Sutow of 
Houston. 

Afternoon lectures will be “Management 
of Poisoning in Children,” Dr. Daeschner; 
“Therapy of Diarrhea with a Review of 
Rational Fluid Therapy,” Dr. Daeschner; 
“Pediatric X-ray Diagnosis,” Dr. Vincent M. 
Ravel of El Paso, and “Growth and Develop- 
ment of Children,” Dr. Sutow. 

The session will be held in cooperation 
with the Texas Medical Association, the 
Texas State Department of Health and the 
Texas Academy of General Practice. Dr. 
Ralph H. Homan of El Paso is assistant dean 
of the school. 
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Research in The Southwest 


Research facilities for the most part are 
only available at large medical centers, name- 
ly those in medical schools with both graduate 
and undergraduate teaching. However, the 
Southwest is growing, and it is only natural 
that research projects will be instituted. At 
the present time, it is interesting to note that 
El Paso has, through a grant of the local 
Heart Association, established at Texas 
Western College a research project concern- 
ing one of the newer phases of electrocardio- 
graphy. In Phcenix the group at the Phoenix 
Institute of Neurology and Psychiatry under 
the direction of Otto L. Bendheim, M. D., has 
begun an investigation of so-called “motor 
neuron disease.” 


Original Paper 


SOUTHWESTERN MEDICINE is privi- 
leged to present an original paper concerning 
the pathogenesis of this devastating syn- 
drome, one of the few papers on pathogenesis 
existing today. 

Physicians of all people are in a position 
to realize the hopeless outlook with which 
these patients afflicted with such diseases as 
amyotrophic lateral sclerosis are faced. We 
know from sad experience the number of 
times these individuals become easy prey 
to illegitimate practitioners, and to the ad- 
vocates of various cults. The profession has 
literally buried its head in the sand regard- 
ing these morbid states. Dr. Bendheim and 
his co-workers are making a concentrated 
effort to throw some light on this problem, 
but because of the rareness of these syn- 
dromes, their work by necessity must be 
difficult. 


“Unknown Land” 


The author terms the vertebral artery as 
“unknown: land.” The truth of this state- 
ment cannot be denied; and if this artery 
is to be indicted as the etiological factor in 
these states, then it behooves us to know 
much more about it. Our anatomists have 
told us little about it. Our pathologists have 
told us next to nothing. It would not be 
very difficult to study the structure and 
anatomical course of the artery in relatively 
normal individuals in post-mortem material, 
and even perhaps by arteriograms in the 
living subject. Furthermore, one could in 


elderly individuals study adequately perhaps 
its relation to degenerative changes in the 
cervical spine, and also changes in the artery 
itself due to arteriosclerosis. But the study 
of the individuals afflicted with “motor 
neuron disease” must be undertaken, of 
course, by those with facilities to study them, 
and these patients must be situated so it will 
be economically possible for them to travel 
for study. 


Co-Operation Sought 


The Phoenix group needs the co-operation 
of all Southwestern physicians. If patients 
possessing these dire afflictions could be 
made available by their private physicians 
to this group for study, it would further 
this research greatly. The benefit, of course, 
would be first to the patient, secondly to 
other people who will become so afflicted, 
and lastly to the medical profession itself. 

While the changes pathologically well may 
not be reversible, if this theory is valid, one 
may be able to do considerable regarding 
prophylaxis so that the incidence of these con- 
ditions may be definitely lessened. SOUTH- 
WESTERN MEDICINE sincerely hopes that 
the physicians in this area will, if they have 
such patients available, communicate with 
this group so that their important work may 
be aided at least to some degree. — L. C. F. 


Texas District One To Meet in Pecos 


District One, Texas Medical Association, 
will hold its annual meeting February 11 in 
Pecos, Texas, at the Pecos Valley Country 
Club. The meeting is scheduled to begin with 
a noon luncheon and business meeting. 

After lunch the following scientific papers 
will be read: “Can Urinary Tract Calculi 
Be Dissolved,” Dr. H. M. Gibson, El] Paso; 
“Some Aspects of Dizziness,’ Dr. John D. 
Martin, El Paso; “Cardiac Arrests,” Dr. Jack 
T. Rush, El Paso; “Diagnosis of Low Back 
Pain,” Dr. S. Perry Rogers, El Paso; and 
“Amoebiasis,” Dr. Frank Golding, El Paso. 

Wives of the physicians will be entertained 
with a luncheon at the Country Club fol- 
lowed by a meeting of the District One Medi- 
cal Auxiliary. State Auxiliary President 
Mrs. Mark H. Latimer of Houston will be 
the guest speaker. 
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ORIGINAL ARTICLES | 


The Pathogenesis of Motor Neuron Disease 


By Otto L. BENDHEIM, M. D.,* PHOENIX 


“Should one not be less inhibited 
in thought and action when con- 
fronted with disease, the pathologic 
nature of which is not known? If a 
disease has no known remedy, need 
one therefore not try empirically to 
find one? .... Much thinking is 
bounded by ‘the book of words,’ the 
experience of others; instead of ac- 
cepting this implied veto, why not 
throw an arrow in the air with re- 
gards to multiple sclerosis or amy- 
otrophic lateral sclerosis, or other 
morbid states, the pathologic nature 
of which is obscure and the reme- 
dies for which are not known but 
which might be discovered by the 
same kind of directed happy chance? 
Our method was not merely chance. 
There was a groping theory behind 
it, but we preferred to have action 
prove theory. Surely this is sound 
tactics in a matter of which one 
knows as little as one knows of 
medicine.” 

Foster Kennedy! 


The clinical and pathological similarity be- 
tween the various morbid states which com- 
prise “motor neuron disease’ has now been 
accepted by almost all authors in this field. 
This group consists of amyotrophic lateral 
sclerosis, progressive muscular atrophy, pri- 
mary lateral sclerosis, and progressive bulbar 
palsy. At the onset it is frequently impossible 
to state whether the condition will remain 
one of “muscular atrophy” or whether it will 
progress to “amyotrophic lateral sclerosis.” 
Numerous cases of transition from one form 
to another have been described. It is agreed 
that these conditions differ from each other 
only in the extent of the involvement of the 
spinal cord and medulla. 


Despite this nosological agreement, no 
progress has been made in understanding the 
pathogenesis and etiology of these conditions. 
There are some who still hold to traumatic, 
allergic, infectious-inflammatory, vitamin 
and nutritional deficiency, and toxic-meta- 
bolic factors, while the majority of workers 


*From the Phoenix Institute of Neurology & Psychiatry. 


consider motor neuron disease an expression 
of “abiotrophy,” a congenital or constitu- 
tional weakness of the entire motor system. 

In a previous communication? a new patho- 
genetic theory was proposed, regarding the 
possible role of the vertebral artery in motor 
neuron disease. Disturbances of vertebral 
artery circulation are held ‘to produce an 
ischemic lesion of the medulla and cervical 
cord, giving rise to the clinical picture of 
motor neuron disease. 

It is the purpose of this paper to evaluate 
the pathology and pathological physiology of 
motor neuron disease in the light of this 
theory. 


1. Pathology 


The concept of abiotrophy or inherent 
weakness of the motor apparatus is based 
upon the observation that in this disease 
group the entire motor system seems to be 
involved. While the greatest change is usual- 
ly found within the anterior horn cells of 
the cervical cord and the cells of the motor 
nuclei of the lower cranial nerves in the 
medulla oblongata, as well as in the pyrami- 
dal tracts, it has been pointed out that the 
Betz cells of the motor cortex are frequently 
involved to a lesser or greater degree. 

In reviewing numerous autopsy protocols 
in the literature, one gains the impression 
that by far the greatest pathological change 
is usually encountered in a relatively small 
area comprising the upper cervical cord and 
the medulla oblongata. The pyramidal tracts 
in the thoracic and lumbar cord are fre- 
quently involved, which could easily be inter- 
preted as due to “wallerian” degeneration. 

The pathological change observed in the 
Betz cells could, in my opinion, be a represen- 
tation of retrograde degeneration since it is 
well known that if an axon be cut, its parent 
cell suffers a degree of change depending 
upon the severity of the damage, and the 
cell body may disappear altogether or under- 
go greater or lesser degenerative change.* * * 

The theory of “abiotrophy” of the motor 
neurons is supposedly strengthened by the 
fact that other elements of the central ner- 
vous system escape involvement in this dis- 
ease group. This, however, is not correct. 
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Numerous cases have been cited of involve- 
ment of sensory tracts as well as sensory 
symptoms, pain, loss of vibratory sense, etc. 
In the study by Lawyer and Netsky,* of 
fifty-three cases of amyotrophic lateral scle- 
rosis, six presented subjective sensory pheno- 
mena, and in one case demyelination of the 
fasciculus gracilis with well-defined gliosis 
was found at autopsy. While the authors 
interpret this as coincidental, Davison and 
Wechsler’ offer a different view. They de- 
scribe cases with involvement of the sensory 
pathways, manifested by astereognosis, im- 
paired two point discrimination, hypesthesia, 
hypalgesia, and absence of vibratory sense, 
with autopsy findings characteristic of amy- 
otrophic lateral sclerosis but in addition 
degeneration of the posterior columns. They 
conclude that the similarity in the pathologic 
process in the posterior to that in the lateral 
columns indicates one underlying cause rather 
than a chance association. They also quote 
several other cases from the literature where 
there were marked sensory disturbances in 
otherwise typical cases of amyotrophic lateral 
sclerosis. 


Thus the concept of motor neuron disease 
as an abiotrophy of the motor system does 
not take into account: 1) The possibility of 
retrograde degeneration, involving the Betz 
cells of the motor cortex only secondarily, 
with the primary lesion in the medulla and 
cervical cord. 2) The sensory involvement in 
a certain number of cases, at the same level 
of the cord and medulla. 


2. Histopathology 


The histological picture is surprising by 
its lack of outstanding characteristics. There 
is the usual demyelination seen in so many 
“degenerative” diseases of the central ner- 
vous system, and the typical cell death in- 
volving the cranial nerve nuclei, anterior 
horns, and Betz cells. Chromatolysis, vacuol- 
ation of cytoplasm, nuclear eccentration or 
loss, shrinkage of cell body, axonal change 
and sattelitosis are usually prominent. Glial 
proliferation is a very frequent feature, pro- 
ducing the typical scarring or “sclerosis,” 
but this again is only an expression of a 
reactive change to cell death or cell disease 
in the central nervous system. 


The demyelination involving the pyramidal 
tracts is demonstrated by shrinkage, bal- 
looning, bubbling, and vacuolation of the 
sheaths, and in some cases decrease in the 
number of sheaths. There, again, is the 
typical reactive gliosis and fat deposition 
seen in all demyelination diseases. 
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The skeletal muscles show typical atrophy 
of the motor units with groups of atrophic 
fibers separated by groups of normal fibers.* 


How do these changes fit into the new 
theory of ischemia produced by disturbances 
in the vertebral arteries? That “focal cere- 
bral ischemia” can exist even in the absence 
of actual infarction and softening of brain 
tissue has been abundantly demonstrated and 
described, lately by Corday, Rothenberg, and 
Putnam.® Because of the irreversible nature 
of nerve cell necrosis, even temporary and 
transient cerebral vascular insufficiency 
could well produce permanent anatomical 
and neurological effects. While these authors 
consider only arteriosclerosis and congenital 
defects as possible causes of “localized nar- 
rowing of arteries,” the possible pathological 
change suspected in the vertebral artery, 
which is one of compression of the artery 
through hypertrophic changes involving the 
transverse foramina, could produce similar 
effects. Baker demonstrated patchy sclerosis 
of the brain and spinal cord as a result of 
intermittently disturbed circulation caused 
by postural changes of blood pressure.’ 


3. Circulatory Factors 


The distribution of the blood supply car- 
ried in the vertebral arteries is certainly in 
conformity with our theory. Dandy has 
dramatically demonstrated that while liga- 
tion of one vertebral artery can be done with- 
out deleterious effects, death occurs imme- 
diately when the second yertebral artery is 
compressed for only two seconds with sudden 
cessation of respiration and circulation.’ 
“There could be no more rapid death or one 
so silent.” It has long been known that 
thrombosis of the vertebral arteries leads 
to death within a few days with typical 
bulbar symptoms."! 


It can easily be seen that when bulbar 
death occurs with sudden interruption of 
blood flow within the vertebral arteries, a 
more gradual or possible intermittent inter- 
ruption of circulation within these arteries 
could produce the symptoms and pathological 
findings shown in motor neuron disease. 
Thus, I believe that the clinical and patho- 
logical changes can well be explained on the 
basis of ischemia produced by interruption 
or embarrassment of blood flow within the 
vertebral arteries. It is not known whether 
one or both arteries must be involved. This 
apparently depends to a great extent upon 
the distribution of these arteries and various 
anatomical variations. It has been demon- 
strated that these arteries vary a great deal 
in their relative size with a good number 
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of cases showing considerable inequality in 
size.'2, While these arteries anastomose quite 
freely with each other, these anastomoses 
again vary a great deal from case to case." 
Thus, it is entirely possible that in most 
cases, as Dandy described, one vertebral 
artery could well be ligated, while in other 
cases such ligation or interference with cir- 
culation could produce serious symptoms. It 
is also possible that at the age group in- 
volved, which is usually in the so-called 
“arteriosclerotic age,” there is bilateral im- 
pairment with inability to establish collateral 
circulation if one artery is seriously involved. 
The nature of the pathological process to be 
described below is such that in most instances 
bilateral involvement is a distinct possibility. 


4. Amyotrophic Lateral Sclerosis on Guam 


The high incidence of amyotrophic lateral 
sclerosis on Guam and other Pacific islands 
has been puzzling to all investigators. In this 
connection the important work by Adachi 
and Hasebe has escaped attention.'‘ These 
authors demonstrated in 1928 that in certain 


orientals there seems to be a wider deviation 


from normal in the structure of the vessels 
comprising the circle of Willis. If the same 
assumption can be made for the vertebral 
arteries, which are so intimately related to 
the circle of Willis, then this would present 
a possible explanation for the high incidence 
of motor neuron disease in these people. 


5. The Nature of the Involvement of the 
Vertebral Arteries 


In my investigations of the vertebral 
artery, I was surprised to see how little is 
known about this most important structure. 
This is virtually “terra incognita” of human 
anatomy and pathology. I had occasion to 
question numerous pathologists regarding 
this structure, but none had ever dissected 
the vertebral artery. In the text books of 
neuropathology, no mention is made of it nor 
could anything be learned by the perusal of 
numerous autopsy reports concerning motor 
neuron disease. While surgeons are familiar 
with this artery where it emerges from the 
subclavian artery and also with its intra- 
cranial course, the intervening portion is an 
unknown last frontier. Dandy states that the 
vertebral arteries are accessible between the 
atlas and the axis and below the sixth cervi- 
cal vertebra. “Elsewhere along the cervical 
spine the artery is almost impossible of 
approach.”’!? 


In reviewing the literature of vertebral 
arteriography, the surprising fact was no- 
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ticed that while the intracranial course of 
the artery has been investigated again and 
again in the minutest detail, no attention has 
been paid to its course through the foramina 
within the cervical vertebrae. This is the 
more surprising since the vertebral artery 
is the only artery in the human body which, 
in its course through six small bony fora- 
mina, is particularly vulnerable to any patho- 
logical change involving these bones. The 
very excellent protection of the vertebral 
artery which makes it almost immune to 
trauma and thus of little importance to the 
traumatic surgeon, could prove to be a seri- 
ous handicap when it comes to degenerative 
or proliferative diseases of the armor in 
which it is imbedded. 


While cervical spondylosis has been de- 
scribed as a rather frequent finding in motor 
neuron disease, the etiological significance 
of this combination has been thought to be 
mainly on the basis of radicular compression, 
direct compression of the spinal cord by a 
protruding disc, and finally compression of 
the anterior spinal artery by a disc.’ 1° 
None of these explanations, of course, suf- 
fice in regards to the clinical and anatomical 
picture encountered in amyotrophic lateral 
sclerosis. It is impossible to postulate the 
existence of bulbar symptoms on the basis 
of compression of the cervical cord or of the 
anterior spinal artery, nor is it possible to 
explain pyramidal tract involvement on the 
basis of radicular compression. 


In inspecting films of the cervical spine 
in “spondylosis” and motor neuron disease, 
one is struck by the proximity of the hyper- 
trophic process involving the facets and 
lamina to the transverse foramina which 
contain the vertebral artery. Since the trans- 
verse processes are very short in the cervical 
region, the vertebral artery is, indeed, closely 
related to the area where much hypertrophic- 
proliferative change is seen in certain cases 
of cervical arthritis or spondylosis. 


The previously described “loop” in the 
vertebral artery at the area of this prolifer- 
ative change, and its interpretation as a 
“recoil phenomenon” of the embarrassed 
artery, can well produce intermittent circu- 
latory deficiency within this artery and thus 
give rise to focal ischemia involving the 
upper cervical cord and medulla oblongata.’ 


Of course the possibility of a congenital 
defect of the vertebral artery cannot be ex- 
cluded, especially since it is known that the 
vessels of the eranium are frequently the 
sites of such lesions. 
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6. Selective Neuronal Vulnerability 


Assuming the existence of such lesions 
within the vertebral arteries, each temporary 
interference with the blood flow could well 
produce the death of a few cells in the ante- 
rior horns of the cervical cord or in the 
motor nuclei of the medulla and at the same 
time produce demyelination in the pyramidal 
tracts in the same areas. The fact that the 
sensory tracts are much less frequently in- 
volved could easily be explained on the basis 
of “selective neuronal necrosis.”'? As pointed 
out above, total vascular obstruction in the 
central nervous system produces complete 
necrosis with “softening,” while less com- 
plete involvement spares certain elements, 
especially the mesenchyma and the microglia, 
such giving rise to “scar’’ formation, “scle- 
rosis,” and atrophy. The central nervous 
system does not react uniformly to ischemia. 
Sensitive structures will become affected 
earlier by ischemic deficiency. This “varying 
order of sensitiveness of nerve cells” to 
anemia and ischemia has been demonstrated 
by numerous authors, and it is an interesting 
fact that the spinal ganglia (sensory cells) 
are the most resistant of all and die much 
later than the motor components. Thus, the 
same degree of ischemia due to interference 
of the blood stream within the vertebral ar- 
teries could well produce motor degeneration 
much earlier and sensory changes either not 
at all or only much later. The sensory cells 
and tracts could well escape this type of 
damage because apparently they can get 
along on much less blood.'® 


7. Outline of Future Investigations 


The theory outlined above is, of course, 
still speculative although in some cases we 
have demonstrated clinical and radiological 
evidence to back it up, in one case by oper- 
ation upon the vertebral artery and later on 
at autopsy. 


The following questions must be investi- 
gated further: 

1. The vertebral arteries should be ex- 
posed in their entire lengths in all autopsies 
concerning motor neuron disease. 

2. Vertebral arteriograms should be per- 
formed. 

3. Animal experiments with ligation or 
partial ligation of the vertebral arteries, 
especially in primates, should be made. 


Summary 


_ 1)_The concept of motor neuron disease, 
including amyotrophic lateral sclerosis, pro- 
gressive muscular atrophy, primary lateral 
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sclerosis, and bulbar palsy, as a focal ische- 
mic disorder of the medulla oblongata and 
the cervical cord is formulated. 

2) The cause of this focal ischemia is 
considered to be an intermittent, progressive 
disturbance of blood flow in one or both 
vertebral arteries. 


3) This reduction of blood flow in the 
vertebral arteries is thought to be due to 


a. proliferative bone changes (cervical 
osteo-arthritis or spondylosis) in- 
volving the foramina transversaria. 

b. congenital anomalies of the verte- 
bral arteries. 

c. possible aggravation of these fac- 
tors by arteriosclerotic changes. 


4) The involvement of more cephalad 
located structures, the Betz cells of the motor 
cortex, is interpreted as the result of retro- 
grade degeneration of neurons, following the 
destruction of fiber tracts in the primary 
location (the medulla and cervical cord). 

5) The relative immunity of the sensory 
components of the medulla and cord to the 
ischemic process is explained on the basis of 
selective neuronal vulnerability or resistance. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


The “‘Slatting Sail Sign’’ of Pulmonic Stenosis* 


By JAMES W. Dow, M.D., AND MARIANO N. ALIMURUNG, M.D., 
BOSTON CITY HOSPITAL, BOSTON 


A striking accentuation of the first sound 
in the second left space regularly accompa- 
nies slight pulmonic stenosis, and is fre- 
quently present when obstruction is moder- 
ate. The sign is not associated with severe 
pulmonic stenosis. 

Heart sound recordings show two com- 
ponents for the first sound in the pulmonic 
area; an initial component of ordinary 
amplitude coincident with the beginning of 
ventricular systole, and a later component 
of unusually great amplitude with the be- 
ginning of right ventricular ejection. It is 
suggested that the valve is a conical dia- 
phragm which everts during ventricular sys- 
tole from a diastolic position with the apex 
directed into the ventricle to a systolic posi- 
tion with the apex directed toward the pul- 


monary artery. As the valve everts the rim 
first folds then snaps taut. This sudden ten- 
sion sets up the unusual vibrations. 

The sign helps to distinguish between a 
minor atrial septal defect, slight pulmonic 
stenosis, and a functional murmur. Une- 
quivocal exidence of right ventricular hyper- 
trophy by electrocardiograph and a loud 
systolic murmur combine to indicate a sig- 
nificant degree of pulmonic, stenosis even 
when the sign is present. Physiological eval- 
uation of the obstruction and its effects upon 
the circulation should be undertaken when 
these indications are found. Abscence of the 
sign in the presence of a loud murmur and 
definite right ventricular hypertrophy sug- 
gests a physiologically important degree of 
obstruction. 


The Effect of Heparin Administration on Angina 


Pectoris and Serum Lipoproteins 


By HAROLD L. CHANDLER, M.D., AND GEORGE V. MANN, M.D., 
Boston City HOSPITAL, BOSTON 


A study was caried out to evaluate the 
effects of heparin treatment upon the clin- 
ical course and certain serum lipids of a 
group of patients with angina pectoris. 
Fourteen courses of treatment consisting in 
100 mg. of heparin intravenously twice 
weekly were administered for a total of 1329 
subject days. Periods of intravenous placebo 
treatment preceded and followed the time of 
heparin administration, and a double-blind 
technique of treatment was used. 


Clinical evaluation was based upon the 
following categories of collected data: Sub- 
jects’ verbal reports, weekly nitroglycerine 
consumption, data from subjects’ daily re- 
port cards, repeated two-step tests with 
electrocardiograms, and an analysis of all 
these data correlated with intercurrent 
factors influencing each patient’s condition. 


There was no evidence that this method 
of heparin administration influenced the 
angina pectoris of any of the subjects. Serum 
total cholesterol and Sf 12-20 and Sf 20-100 


* These condensed reports printed by permission of the New 
England Cardiovascular Society. 


BEFORE 

TREATMENT! PLACEBO HEPARIN PLACEBO 
PERIOD 2 5 


an 
wv 


3.68 
ZL 
ad 


NUMBER NITROGLYCERINE TABLETS PER WEEK 


—) 
10 


> 


FEBRUARY, 1955 


SOUTHWESTERN MEDICINE Page 73 


PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


lipoprotein measurements, performed at 
monthly intervals, indicated that there was 
no persistent effect of heparin treatment on 
the lipoproteins or cholesterol for the three 
or four day interval between injections; nor 


was any cumulative influence of prolonged 
treatment discernible. 

There were no hemorrhagic or other un- 
toward side effects of heparin administra- 
on this group of ambulatory patients. 


Clinical Observations on 500 Patients 
Undergoing Valvuloplasty 


By DWIGHT E. HARKEN, M.D., AND LAURENCE B. ELLIs, M.D., 
BosTON CITY HOSPITAL, BOSTON 


This report consists of some observations 
on the first 500 cases of mitral stenosis 
operated on hy Harken and some prelimina- 
ry observations on the cases that have been 
followed for a period of six months or more. 
These cases comprise only those operated 
on by finger-fracture valvuloplasty with a 
preoperative diagnosis of mitral stenosis. 
Almost all of them were Class 3 or 4 pa- 
tients, there being only about fifteen Class 
2 patients and none in Class 1. The operative 
mortality in these patients has fallen from 
the initial level and in the last several hun- 
dred patients tended to level off, so that at 
the present time there is an estimated oper- 
ative mortality in the neighborhood ef 4% 
for Class 3 patients and 20% to 25%, Class 
4 patients. The great risk at operation is 
embolization. Almost all of the Class 3 pa- 
tients and a great majority of Class 4 pa- 
tients died as a result of operative emboli. 
No significant efefct of age on operative 
mortality was found. However, the patients 
with auricular fibrillation showed a very 
much greater mortality being 10% in Group 
3 patients as compared to only 3% in pa- 
tients in this group with normal rhythm; 
and in Group 4 patients the operative rate 
was 30% of those with auricular fibrillation 
as compared with 3% in the few that had 
normal rhythm. Operative emboli explains 
most of these deaths and the rate of peri- 
pheral embolization was about 6% in Group 
3 patients and about 19% in Group 4 pa- 
tients; however, of the patients with auri- 
cular fibrillation in this group selected, 11% 
of Group 3 patients with auricular fibrilla- 
tion showed operative emboli as compared 
with only 114% of those in this group with 
normal rhythm. In Group 4 patients, 19% 
developed emboli with auricular fibrillation 
as compared to only 7% of those in normal 
rhythm. The percentage of patients who 
had previous preoperative peripheral emboli 
and who developed operative emboli was 


slightly higher than those with auricular 
fibrillation alone in each group. There are 
65 patients with known previous episodes of 
preoperative emboli. However, if the patients 
escaped the hurdle of the operation, there 
appears to be very little risk of further em- 
bolization, there being only two patients we 
know of what developed late emboli. 


Three hundred and seventy-three patients 
have been followed for six months or more, 
and there have been fifteen late deaths to 
our knowledge. These patients have been 
followed from periods of six months to four 
years. Two hundred and twenty-three have 
been followed for more than one year. Seven- 
ty more for more than two years and 22 for 
more than three years. We have had replies 
to questionnaries from 86% of these patients. 
The vast majority of patients in all three 
groups feel that they have been markedly or 
moderately improved by the operation, and 
only a relative few have been unchanged or 
worse. On the basis of this preliminary 
and rather subjective report, it appears the 
operation has been of great benefit to these 
people, and thisb enefit has been relatively 
long-lasting. Twenty per cent of the pa- 
tients have developed the “postoperative 
syndrome” and this has been discussed. 


Surgeons To Meet in. 
Houston Feb. 28 


Southwestern division regional meeting 
of the International College of Surgeons will 
be held in the Shamrock Hotel, Houston, Feb. 
28 through March 1. Scientific sessions will 
be held in the Jesse H. Jones Library at the 
Texas Medical Center. 

Registration fee will be $5. Leading phy- 
sicians and surgeons from all sections of the 
nation will speak and lead discussions. 
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December 16, 1954 


FREDERICK P. BORNSTEIN, M. D., EDITOR — CASE No. A-339 
PRESENTATION OF CASE BY ANTONIO Dow, M. D. 


HISTORY 


Dr. A. C. Powers: 


This was the first admission to El Paso 
General Hospital of this 67 year old Latin 
American male on July 27, 1954. The chief 
complaint was generalized malaise of several 
months duration, weight loss, weakness, 
yellowed skin, two weeks in duration. The 
patient complained of generalized malaise 
which had a gradual onset of several months, 
becoming more severe two weeks prior to 
admission. The patient thought he had lost 
weight during this period of time, but did 
not know exactly how much. Two weeks pre- 
vious to admission the patient noticed his 
sclerae were icteric and walking became dif- 
ficult for him because of weakness. At this 
time the patient also noticed a swelling of 
feet and ankles. He had also observed that 
the jaundice had become increasingly severe 
up to the time of admission. At no time 
during this illness did the patient have ab- 
dominal pain. 


Appetite Good 


The patient stated his appetite remained 
good. There was no history of nausea or 
vomiting. The patient had been constipated 
for the past month but did not know of any 
clay colored stools. He had noted no change 
in the color of his urine. He had no tem- 
perature elevation. There was no alcoholic 
history. The review of the systems was essen- 
tially negative. 

Physical examination at the time of ad- 
mission revealed a white male of 67, who 
appeared chronically ill. The patient was 
visibly jaundiced and emaciated. Examina- 
tion of the heart was not remarkable. Ex- 
amination of the lung field revealed dullness 
and decreased breath sounds in both bases. 
The abdomen was distended; a fluid wave 
and shifting dullness were noted. The liver 
was palpable and about 5 cm. below the right 
costal margin, and somewhat tender. The 
edge was sharp and free of nodules. No other 
viscera or masses were palpable. Bowel 
sounds were normal. The superficial veins 
of the abdomen were not distended. There 
was a four plus pitting edema at the ankles 
and both feet. 


Mild Anemia 


The initial laboratory work revealed a 
mild anemia, with 10.2 gms hemoglobin and 
3.57 RBC. The WBC was 15,000, with 88 
per cent segmented neutrophiles, 12 per cent 
lymphocytes. The serum bilirubin on admis- 
sion was 4.62 direct ; indirect, 5.8. The serum 
amylase, 294 units; total protein, 5.2 per cent 
gm. with 1.5 gm. of albumin; negative sugar; 
1 plus bile; urobilinogen quantitative, .85 mg. 
per cent. A few WBC were noted in the 
urine. The Kline test was negative. The 
stool urobilinogen was negative. 

Chest X-Ray was reported as negative 
and there was non-visualization of the gall- 
bladder after the administration of priodax. 
Upper GI series reported persistent hiatal 
hernia, hypertrophic gastritis with polypoid 
changes. A carcinoma of the stomach cannot 
be excluded. There was no evidence of duo- 
denal ulcer, or enlargement of the head of 
the pancreas. ° 


Gallbladder Enlarged 


One week after admission the gallbladder 
was noted to be grossly enlarged. A surgical 
consultation was obtained and in spite of 
the patient’s poor physical condition, it was 
decided that an attempt be made to drain 
the gallbladder under local anesthesia. At the 
time the patient’s hemoglobin had dropped 
to 9.9 gms. with a RBC of 2.75; WBC of 
18,000. The patient was given two units of 
whole blood prior to surgery. 

On August 13, 1954, under local anesthe- 
sia, the patient was opened and the gallblad- 
der was exposed. The gallbladder was found 
to be grossly distended with clear white fluid. 
At this time, the patient was put under 
general anesthesia, the common duct opened 
and drained. A large quantity of gravel like 
material was removed from the dilated com- 
mon duct. At this time the patient went 
into shock and a T-tube was placed in the 
common duct, the wound closed without fur- 
ther exploration. The material obtained from 
the common duct was sent to the laboratory. 

The section showed necrotic fat tissue 
and broken down gall stones. In addition 


there were a number of papillary structures 
composed of bile duct epithelium and infil- 
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trated with lymphocytes and plasma cells. 
The bilisry epithelium was well differen- 
tiated. Nevertheless a tumor of the common 
duct cannot be ruled out. 


Patient Improved 


The patient improved slightly. There was 
some clearance of the jaundice. Complete 
laboratory work revealed: cephalin floccula- 
tion negative at 24 hours, 1 plus in 48 hours. 
Serum bilirubin: direct 5. mg per cent; in- 
direct, 6. mg per cent. Total protein, 5.4 gm 
per cent; albumin, 2.2 gm and globulin, 3.2 
gm. A cholangiogram was done which re- 
vealed an obstructive lesion of the common 
duct, reported most likely carcinoma of the 
head of the pancreas. Carcinoma of the bile 
duct could not be excluded radiographically. 

The T-tube drained well throughout the 
postoperative course. For one week the T- 
tube was irrigated with ether and alcohol 
solution two times daily. The obstruction was 
not relieved by this method. 

Two weeks postoperatively the patient’s 
clinical course started downhill and despite 
supporting therapy the patient died in coma 
on September 23, 1954, five months after 
the onset of his first symptoms, two and a 
half months after the onset of jaundice. 


X-RAY DISCUSSION 
Dr. Jack C. Postlewaite: 


Now I see something here that I don’t see 
reported and apparently they had a T-tube 
in the biliary tree. This is apparently a post- 
operative picture. A cholangiogram is re- 
corded and they are evidently able to make 
out the ducts of the liver very well. There 
is apparently nothing within the lumen of 
these ducts going in to the liver. Apparently 
the radio opaque substance regurgitated and 
did not go through the common bile duct 
into the duodenum. Therefore, postoper- 
atively, a complete obstruction is still present. 


DIFFERENTIAL DIAGNOSIS 


Dr. Antonio Dow: 


I had intended just to come up here and 
show you this tabulation (Table I) but I 
feel that I have to say something more 
than that. I would like to present some addi- 
tional findings which were not included in 
the protocol which we found at surgery. We 
found an enlarged liver as mentioned in the 
protocol. The surface was finely granular. 
It had a deep green color and was stippled 
with distended bile canaliculi. This was the 
appearance of the portion of the liver which 
was visible to the eye. Remember we did 
this under local anesthesia so that we had no 
opportunity to free the dome of the liver 


SOUTHWESTERN MEDICINE Page 75 


but that portion which we could see had no 
metastatic nodules. The gallbladder, as de- 
scribed in the protocol, was enlarged, mar- 
kedly distended, thin-walled, and contained 
whitish turbid fluid of mucoid consistency 
and there were no stones in the gallbladder. 
This conforms quite well to the so-called, 
Courvoisier’s law. The common duct was 
quite large, about 3 cm. wide. It was quite 
tense and when we incised it, it contained 
a pasty sludge rather than the gravel that 
is reported in the protocol. When we incised 
the common duct this sludge just shot out 
as if we were squeezing a tube of toothpaste. 
Well so much for the findings. Now all the 
laboratory findings which were quoted here 
in the protocol are pretty consistent with 
the observations in surgery. The presence 
of anemia, the elevated direct Van den Bergh, 
the absence of urobilinogen in the stool, and 
the decreased urine urobilinogen can be ex- 
plained by a common duct obstruction. The 
elevated indirect Van den Bergh together 
with the 2 plus cephalin flocculation test of 
48 hours indicates or implies a hepato- 
cellular damage, which of course is due to 
prolonged biliary obstructions. The low value 
of total proteins with a reverse in the albu- 
min globulin ratio which is clinically evi- 
denced by the pitting edema may be due to 
one of three things: 


1. Malnutrition which may be a conse- 
quence of the primary condition or 
secondary to the effects of the original 
condition. 


2. Albuminuria. 
3. Liver insufficiency. 


The albuminuria is either a separate en- 
tity or represents a complication of biliary 
cirrhosis, nephrosis, or the so-called hepato- 
renal syndrome. The generalized malaise and 
the weight loss of several months’ duration 
preceding the onset of jaundice probably 
suggest that this patient had a chronic debili- 
tating progressive type of disease. So much 
for the preliminary. 


Next Move 


I think the next thing is to approach the 
differential diagnosis of obstruction of the 
common duct, and I think we can break it 
down in this manner. There may be a lesion 
involving external compression of the duct, 
or a lesion within the lumen or the wall of 
the duct. Of those lesions causing external 
compression, the first one to be considered 
is a tumor at the head of the pancreas, usual- 
ly a cancer. Of course we have no definite 
way of knowing what the obstructing tumor 
in this particular case is, but we do know 
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that tumors of the head of the pancreas 
cause some obstructive symptoms rather 
early, and metastases occur at a much later 
time than jaundice occurs, and this fits right 
well with the weight loss. The head of the 
pancreas, I think, should be considered very 
strongly in this particular instance. The 
second one to be considered is chronic fibros- 
ing pancreatitis, and in this case it is a mat- 
ter of ruling it out rather than ruling it in. 
The radiologist did not report evidence of 
calcification in the pancreas. There was no 
evidence of disturbance of the carbohydrate 
metabolism. There was no pain and usually 
you get pain with recurrent attacks of pan- 
creatitis, and at the time of surgery I noticed 
no obvious evidence of fat necrosis or numer- 
ous adhesions in the region of the gallbladder, 
or common duct. So that I think we can rule 
out chronic fibrosing pancreatitis on the 
basis of insufficient evidence. In the case 
of the adjacent gland compression, we must 
consider the fact that the radiologist reported 
some peculiar findings in the stomach. Of 
course cancer of the stomach would give you 
the same loss of weight, loss of appetite and 
malnutrition as cancer of the pancreas will, 
and perhaps we have here a condition which 
has extended to the pancreas by direct inva- 
sion or possibly by invasion of the nodes 
surrounding the common duct and obstruc- 
tion resulting in that fashion. 


Dr. Frederick P. Bornstein: 
Did you feel anything in the stomach? 


Dr. Antonio Dow: 


Due to the patient’s critical condition of 
surgery, I had no time to feel anything. Next 
we will consider lesions in the lumen of the 
duct. The first one to be considered is stones. 
I elected to rule stones out on the basis of 
having found no stones in the gallbladder, 
and having found a gallbladder which is 
thin walled and distensible. Intrinsic neo- 
plasm of the common duct; here again is 
something else we have to consider in view 
of the pathological report that Dr. Bornstein 
submitted on that specimen that we removed 
from the common duct. All we gave Dr. 
Bornstein, incidentally, was a little of that 
bile sludge which we removed; and he re- 
ported something to the effect that a tumor 
could not be ruled out. Intrinsic neoplasm 
of the common duct can be considered on 
that basis. Neoplasm of the ampulla of 
Vater I’m ignoring because of the rarity 
of the condition. Of lesions in the wall 
of the duct, we have intramural tumors 
which I don’t know any way of ruling out 
except that the cholangiogram wasn’t too 
Strictures of the 
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duct are congenital or acquired. It would be 
very difficult to have a congenital stricture 
for 60 some odd years without causing some 
trouble and all of a sudden causing trouble. 
As far as the acquired duct stricture, 70 
per cent of them are due to surgery and some 
of them are either due to chronic fibrosing 
pancreatitis which already was ruled out or 
stones, also ruled out. So I think we can rule 
stricture out. I don’t think that kinking 
would explain all the findings in this par- 
ticular case. 

I suppose it’s conventional for me to 
commit myself, so statistically speaking, I 
would pick tumor of the head of the pancreas 
first, carcinoma of the stomach with metas- 
tases to the peri-ductal lymph glands because 
of the x-ray findings second, and carcinoma 
of the common duct third, because Dr. Born- 
stein mentioned in his report that a tumor 
could not be excluded. 


Dr. Jack C. Postlewaite: 


If the patient died of hepatic coma, which 
is a possibility, I doubt if surgery was as 
great an infringment as it looked at the time. 
The man survived two weeks, which means 
that the surgery was very successful, but 
it looks as though something suddenly did 
occur. One wonders if, with the malignancy 
occurring or perhaps even an infection, one 
has a thrombosis. Thus we have a liver with 
poor circulation and we are faced with some- 
of the terminal events of hepatic coma. I’d 
like to differentiate a problem however, with- 
out going further into hepatic coma. A hepa- 
torenal syndrome is a diagnosis which, I 
believe, was mentioned once before as being 
perhaps an unqualified terminology because 
more than one organ seems to be involved. 
The fact is that renal diseases will wind up 
with hepatorenal findings, liver disease will 
end up with renal findings, which doesn’t 
allow us to use that terminology clinically 
except for the insurance companies. I think 
we are faced with a problem in which there 
is a general systemic effect and I think this 
is a sudden fluid shift. That perhaps is the 
real terminal event that occurred in the 
patient. Now, this I think is the qualification 
that many of the people have given the 
hepatorenal syndrome and that it is a sudden 
shift, whatever direction or quantity it may 
be, and the ultimate serious result depends 
on the preoperative care of the liver patient 
and is dependent upon the destructive pro- 
cesses which have occurred. 


Dr. Antonio Dow: 


When I made the primary diagnosis I 
meant to imply that together with it we also 
have a secondary effect like biliary cirrhosis 
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which I think caused this man’s death and 
a cholemic nephrosis. There must have been 
some lesion in the kidney to account for albu- 
minuria. I also think that because I found 
that thick inspissated bile in the common 
duct, probably the entire biliary tree includ- 
ing the biliary canaliculi is also filled with 
this inspissated material. This inspissated 
material always makes any existing obstruc- 
tion much worse. It also contributes to in- 
creased fibrosis, peri biliary fibrosis and I 
a that this was the cause of this man’s 
eath. 


Dr. Frederick P. Bornstein: 


If you assume a biliary cirrhosis, you are 
on sound ground assuming a carcinoma of 
the head of the pancreas or carcinoma of 
the duct. The stomach carcinoma metas- 
tasizing and compressing usually does not 
have any time to permit the development of 
a genuine biliary cirrhosis. 


Dr. Charles E. Webb: 


Did that gallbladder have white bile or 
green? 


Dr. Antonio Dow: 
It had white bile. 


Dr. Charles E. Webb: 


Did it ever drain green bile out of your 
cholecystostomy? It did, right? I think with 
a definite thin walled distended gallbladder 
you are going to do a better decompression 
by doing a cholecystojejunostomy. In that 
way of course you don’t lose all the bile while 
you do by common duct cholecystostomy. If 
you had a better patient to work with you 
probably would have done the same thing. 


Dr. Jack Rush: 


I think that I would have to agree with 
Dr. Dow that he did the wisest thing in 
doing the most conservative type of surgery 
in draining the gallbladder under local anes- 
thesia and putting a T-tube in. I saw this 
patient after Dr. Dow left the service and 
watched him go down hill and die after he 
was given every type of supportive therapy, 
with very little results. He became comatose 
about one week after the operation and about 
one week or ten days later he passed away. 
There are a couple of factors I’d like to add 
to the differential diagnosis, and that is a 
chronic hepatitis, and it was probably the 
type of hepatitis that is known as biliary 
hepatitis, which is not nearly the same as 
Laennec’s cirrhosis. You can get a biliary 
cirrhosis from an obstruction and apparently 
this patient’s liver went into acute failure 
and although he did have a T-tube in the 
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common duct draining perfectly normal 
green bile, this did not relieve his symptoms; 
and although he was kept in as good an 
electrolyte balance as we probably could 
keep him, his progress was very definitely 
down hill and we thought that he died of liver 
failure. Another possibility that wasn’t con- 
sidered is that he might have had a hepa- 
toma, which is a rather rare thing that 
occurs sometimes and will cause a complete 
obstruction of the biliary tract. I think we 
can rule this out however, because of the 
fact that once the T-tube was inserted he 
did have a normal flow of nice yellow bile 
coming out through the tube. Once these 
patients develop the degree of liver failure 
this man had before he received his surgery, 
there was very little to be done. I think 
this is a case of liver failure secondary to 
biliary cirrhosis. 


CLINICAL DIAGNOSIS: 
Obstructive jaundice. 


DR. DOW’S DIAGNOSIS: Carcinoma of the 
head of the pancreas; carcinoma of the 
stomach; carcinoma of the common duct 
with secondary biliary cirrhosis. 


ANATOMICAL DIAGNOSIS: 1. Adenocarci- 
noma of common bile duct with biliary 
—— 2. Biliary cirrhosis of the 
iver. 


PATHOLOGICAL DISCUSSION 


Dr. F. P. Bornstein: 

On autopsy we found an extremely emaci- 
ated, jaundiced, elderly white male. There 
was a T-tube draining from the right side 
of the abdomen. The important pathological 
findings were in the abdomen. The liver 
weighed 1350 gms. It had a dark green, 
smooth surface with very sharply defined 
greyish white markings between the green 
areas. The liver cut with increased resistance. 
The cut surface showed a dark green dis- 
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coloration, and showed several tiny greyish 
white nodules. The gallbladder was dilated 
and filled with thin, colorless bile. The bile 
duct was thickened and covered with fibrin. 
Stones were absent. On microscopic exami- 
nation of the liver (Figure 1), there was a 
profound alteration of the hepatic structure. 
The liver parenchyma was subdivided into 
innumerable small islands of liver tissue 
without a central vein. The bile ducts were 
dilated and blocked with bile plugs. Similar 
small plugs were found in the bile canaliculi. 
In addition, the septa between the pseudo 
lobules were markedly thickened and heavily 
infiltrated with lymphocytes and plasma 
cells. These gross and microscopic findings 
permit the diagnosis of biliary cirrhosis, by 
which we mean a cirrhosis which has de- 
veloped secondary to an obstructive lesion 
of long standing. The microscopic exami- 
nation of the common duct revealed the pres- 
ence of a tumor (Figure 2). The tumor was 
papillary in character. It was composed of 
duct-like small structures resembling the 
epithelium of the common duct. However, 
the individual cells were markedly anaplastic. 
In addition to the papillary proliferation, 
there was a diffuse infiltration of the wall 
by tumor tissue. 


Figure 2 


Summary 


In summary then, we are dealing here 
with a disease process which began with the 
appearance of a malignant tumor in the com- 
mon bile duct. The clinical symptoms of such 
a tumor are nearly identical with those pro- 
duced by a carcinoma of the head of the 
pancreas, and for this reason a great number 
of these tumors are mistakenly considered 
to be carcinomas of the head of the pancreas. 
However, as Willis (1) points out, “Con- 
trary to the general impression of clinicians, 
carcinoma of the main bile-ducts is at least 
as frequent as carcinoma of the gall-bladder 
on the one hand and carcinoma of the pan- 
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creas on the other.” The tumor produced a 
complete closure of the common bile duct 
with all the consequences of obstructive jaun- 
dice, including the development of a biliary 
cirrhosis. The latter process produced the 
extensive destruction of the liver parenchyma 
with subsequent physiological hepatic failure, 
which I consider to be the immediate cause 
of death. 


1, Willis, R. A.: Pathology of Tumors, First edition, p. 441. 


TABLE 1 
Lesions Causing Common Duct Obstruction 


1. Lesions causing external compression 
a. Tumor of head of the pancreas 
b. Adjacent inflamed or metastatic nodes causing obstruction 
c. Chronic fibrosing pancreatitis 
2. Lesions within the lumen of the duct 
a. Stones 
b. Intrinsic neoplasm 
c. Neoplasm of ampulla of Vater 
3. Lesions within the wall of the duct 
a. Intramural tumors 
b. Stricture 
1) Congenital 
2) Acquired 
c. Kinking 


El Paso To Receive AAG P 
Closed Circuit TV Program 


El Paso will be one of 58 cities to receive 
the largest closed-circuit television program 
ever staged Feb. 24 when six internationally- 
known medical authorities will discuss “The 
Management of Streptococcal Infection and 
Its Complications.” 

The program is jointly sponsored by the 
American Academy of General Practice, 
Kansas City, Mo., and Wyeth Laboratories 
of Philadelphia. It will be telecast from New 
York City. 

This is the first time that the Academy 
has used television to bring post-graduate 
education to members in all parts of the 
country. 

The program will be seen in El Paso at 
4 p.m. (MST) at a site not yet determined. 

The hour-long symposium will have Dr. 
William B. Hildebrant president of the 
AAGP, as moderator. Those who will deliver 
scientific papers are Dr. John D. Keith, 
associate professor of pediatrics at the Uni- 
versity of Toronto and physician-in-charge 
of the cardiac clinic and service at Toronto’s 
Sick Children’s Hospital; Dr. Burtis B. 
Breese, assistant professor of pediatrics at 
the University of Rochester; Dr. Lowell A. 
Rantz,- associate professor of medicine at 
Stanford University School of Medicine; Dr. 
Gene H. Stollerman, director of Irvington 
House; Dr. Keith Hammond of Paoli, Ind., 
a member of the Academy; and Dr. Charles 
H. Rammelkamp, Jr., professor of medicine 
at Western Reserve University and Director 
of the Commission on Streptococcal Diseases, 
Armed Forces Epidemiology Board. 
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Texas Western Pre-Meds To 
Hear Orthopaedist 


Dr. Charles Weir Goff 


Annual lectureship for pre-medical stu- 
dents at Texas Western College will be held 
at 8 p. m. Monday, February 7, in Cotton 
Auditorium on the TWC campus. 

Dr. Charles Weir Goff of Hartford, Conn., 
a leading authority on orthopaedic surgery, 
will be the speaker. His topic will be “From 
Ape to Physician and Vice-Versa.” The talk 
will concern orthopaedic aspects of the an- 
thropology of man. 

This wil] be the sixth annual lectureship 
at TWC. They are sponsored by Phi Beta Pi, 
the medical fraternity. Dr. Ben Cooley is 
president of the El Paso alumni. Dr. A. 
Robert Nering is lectureship chairman for 
the group. 

Dr. Goff is associate professor of ortho- 
paedics at Yale University Medical School 
and is the outstanding authority on the bones 
and joints of ancient men. Besides being an 
outstanding medical author, he is an excel- 
lent combination of a very good scientific 
— and a man with a fine sense of 

umor. 


Dr. Goff, who will be a house guest of 
Dr. Louis W. Breck during his El Paso stay, 
will be a speaker at the American Academy 
of Orthopaedic Surgeons in Los Angeles 
early this month. 
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In Viewing the VA Medical Program . . . 


analysis of veteran population 


PERIOD OF SERVICE 


Number of 
Veterans 


World War ond Korean Comporge 15,436,000 


and peacetime 
Total 20,219,000 | 100.0% 


Taxpayers should note that as veterans grow older 
they require more frequent and increasingly longer ‘ 
periods of hospitalization. World War | patients are _- 
now hospitalized twice as long, on the average, as ' 
World War II patients with similar disabilities. World i 
War Il veterans, relatively young and comprising ‘ 
76% of the total veteran population, present a costly 

long term responsibility to U. S. taxpayers. The medi- 4 
cal profession recommends medical care through the 4 
VA for only those veterans with service-incurred dis- ; 
abilities and temporarily for those with tuberculosis or 4 
neuropsychiatric conditions of non-service-connected 
origin. 


WAYNE SEIBERT 


SURGICAL - DENTAL INSTRUMENTS 
SHARPENED - REPAIRED - PLATED ¥ 


Polishing . Pick-Up 
Grinding Delivery t's 
Drill Press Service t, 


1413 Ist, N. W. 2-7495 


Albuquerque, N. M. 


2350 Physicians Read 
Southwestern Medicine 


In very special cases 


A very 
superior Brandy 


SPECIFY * * * 


HENNESSY 


THE WORLD'S PREFERRED COGNAC BRANDY 
84PROOF Schieffelin & Company, New York, N.Y. 
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Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


e Send the following measurements: from 
level of shoulders to tip of sacrum; circum- 
ference of pelvis above trochanters; circum- 


ference of waist; height and weight. 


Christopher 
Brace and Limb Co. 


815 N. Cedar at Five Points 


5-3841 


The McMath 


Co., Inc. 
Printing & Book Binding 


EL PASO, TEXAS 


Let Us Bind Your 1954 Copies of 


Southwestern Medicine 


DIAL 3-3681 


El Paso, Texas 


Wyoming at Cotton 


We Carry A Complete Line of 
DIABETIC FOODS AND SUPPLIES 


McKEE’S PRESCRIPTION PHARMACY 


105-A East San Antonio St., El Paso 
Dial 2-2693 


C. G. McDow and Son, Props. 


Rio Grande Pharmacy 


419-421 South Stanton St. 2-4473 


EXTER-TONELLA MORTUARY, INC. 


STRICTLY ETHICAL 


El Paso, Texas 


108 Yale Blvd., S. E. 3-4571 Albuquerque, N. M. 


For Your Convenience 
Use Our Handy Charge-A-Plate Service! 


fhe white house 


Richard E. Martin 


Martin Mortuary 


710 N. Stanton St. 2-3691 El Paso, Texas 


Rodehaver - Miller 
AMBULANCE SERVICE 
PHONE 5-2748 


2600 East Yandel! Blvd. El Paso, Texas 


It’s 
Sweeney's 


* 


FOR PRESCRIPTIONS 
MILLS BLDG. — PHONE 3-4445 — EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 
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